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PRACTICE BRIEF

PERFORMANCE IMPROVEMENT FOR RURAL HOSPITALS:
Front Line-Driven Change to Decrease Transfer Time from
ED to Inpatient Admission
Chasatie Whitley, BSN, RN, CEN, Eddie Perez-Ruberte, MS,
Linda Kimsey, PhD, Bettye A. Apenteng, PhD

HIGHLIGHTS
A recent performance improvement project undertaken by a Georgia Critical Access
Hospital (CAH) demonstrates the potential for use of Plan-Do-Study-Act (PDSA) techniques
to improve operations in the area of patient transfers from Emergency Department (ED) to
Inpatient Ward. Implemented process improvement, including visual tracking of inpatient
hold in the ED and bedside handoff led to reductions in admission decision to ED departure
time and delayed or omitted ED admission orders.

BACKGROUND
The Georgia Southern Flex Team, funded by the Georgia State Office of Rural Health, assists
the state’s CAHs in pursuing financial and operational excellence. Under an ongoing grant,
the team contracted with Mr. Eddie Perez-Ruberte, a highly experienced quality
improvement professional, to provide a virtual course in PDSA methodology and to engage
in one-on-one virtual consulting with interested hospital personnel on PDSA projects.
PDSA is a powerful quality improvement technique that is grounded in the scientific
method. (1) Hospitals and healthcare organizations are increasingly using PDSA to improve
processes in providing care. (2) Yet, small rural hospitals, often with limited resources and
dated infrastructure, have been found to adopt PDSA, lean, or six sigma processes
significantly less frequently than larger ones. (3)
Project Description. Monroe County Hospital (MCH) is a 25-bed CAH with a nine-bed
emergency department. During the first half of 2020, metrics on avoidable wait time
indicated that MCH’s process of admitting patients from the ED needed improvement.
Because of unaddressed areas of wait, the “admission decision to ED departure time” had
been consistently longer than the organization’s goal for over six months. Given the limited
bed availability in the ED (only nine beds), along with the negative patient experience
associated with increased wait times, shortening the time from admission decision to ED

departure was critical. Inpatient room turnover and patient handoff reporting were two
identified areas of conflict between nursing units. The previous practice of calling in
handoff reports required nursing staff to connect via telephone. If one of the two nurses
were not available at the time of the attempted call, or call back, an avoidable delay ensues.
Additionally, ED holds had been proven to be an area of safety concern for the hospital as
evidenced by increased Safer Together variance, or incident reports concerning missed or
delayed orders and falls in higher-acuity patients.

METHODS
Using PDSA tools that Mr. Perez-Ruberte introduced during a six-hour Flex program virtual
course and reinforced during several Flex program-funded one-hour sessions of individual
consulting, the MCH Quality Improvement (QI) team, consisting of the ED manager, medical
surgical manager, quality coordinator, and director of patient care services, began the
project. An A3 approach - a structured problem-solving process that concisely documents
current and future states of a process being studied (4) - served as a roadmap and
documentation of the team’s progress. Collectively, the team created “as-is” and improved
future state process maps in July 2021. In developing the future state process map, several
countermeasures aimed at reducing the impact of the problem were identified and then
put into practice, beginning in August 2021.
Two measures of success were decided upon prior to implementing the countermeasures.
These were “Safer Together” reports (variance reports) and median time from admission
decision to ED departure. The quality coordinator sought feedback from internal
stakeholders, including inpatient physicians. Additionally, ED throughput data was
collected and analyzed daily to identify successes and barriers in the process.
Although full project implementation was delayed due to a state of emergency declared at
the organization related to the COVID-19 pandemic, the tools utilized in the development
of the project allowed the team to resume improvement efforts in November 2021. A
subsequent COVID-19 patient surge in December 2021 became an additional challenge to
full implementation.

FINDINGS
Process-focused countermeasures that were identified by the QI team as possible
strategies were introduced (Figure 1).

1. To reduce the number of omitted or delayed inpatient orders, patients were
required to be placed in an inpatient hold status that allowed the patient to remain
on the ED tracking board.
2. In order to shorten the admission decision to ED departure time, the process of
communicating handoff reports by telephone was eliminated.
3. Rather than calling in a patient handoff report, bedside handoff was implemented.
The nursing staff anticipated patient transportation to an inpatient bed 30 minutes
after room assignment. Each department - ED and inpatient unit - wrote the time
of patient arrival on their respective communication board upon room assignment.
Once transportation occurred, a bedside handoff report was conducted between
the transferring and receiving nurse.
4. Completion of COVID-19 screening testing at the time of admission decision was
implemented because inpatient room assignment depends upon the result.

Figure 1. Updated Process Map of the Emergency Department Admission Process

Results. As a result of the rapid improvement cycle process, there has consistently been no
more than one report of omitted or delayed admission orders arising from the ED
admission process each month (Figure 2). Early data indicates a nearly 50% reduction in
median admission decision to departure times in the first month of implementation
(Figure 3).

Figure 2. Variance reports associated with delayed or omitted ED admission orders

Figure 3. Median admission decision to ED departure time in minutes*
*Excludes COVID holds in December 2021 and January 2022 surge; Data prior to October based on
core measures sampling.

Lessons Learned. One lesson learned is the need for a visual indication of a patient's
physical location within the organization to prevent error. If a patient is not visually present
on the tracking board, they are more likely to be inadvertently forgotten. An additional
lesson learned is that calling in handoff reports creates preventable waste in the ED

admission process. In addition to being best practice in patient safety, bedside handoff
reports are highly efficient in decreasing the length of stay of inpatient admissions (5).

DISCUSSION
Rapid cycle improvement techniques, including PDSA and the use of A3 reports, can be very
valuable and practical, even for small rural hospitals. The iterative nature of PDSA allows
for incremental steps to be taken and gradual, continual improvement to occur. Given that
leaders in small rural hospitals often fill multiple roles, the tools utilized in PDSA, in
particular the A3, can be invaluable for maintaining an ongoing record of progress. This is
especially important during unpredictable surges in workload - a common occurrence
during the pandemic. Institutionalizing PDSA requires engaged, trained, and motivated
facility personnel. One successful way to build this capability is to engage a consultant using
a flexible schedule while still maintaining accountability to the process.
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